The goal of this study was to examine the use of specific coping strategies among self-mutilating college students. The self-mutilating group (n = 44) reported utilizing avoidance strategies more often than did a control group (n = 44) matched for general psychological distress but with no history of self-mutilation. In addition, female, but not male, self-mutilators endorsed using problem-solving and social support seeking strategies less often than nonmutilators. These findings suggest that coping strategies in general and avoidance-based strategies in particular may be important targets for the treatment of self-mutilative behaviors.
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Self-mutilation is defined as deliberate harm some individuals, self-mutilation is a maladaptive, but effective, coping strategy (Briere to the body without suicidal intent. The behavior includes acts such as cutting, burning, & Gil, 1998; Haines & Williams, 1997; Haines, Williams, Brain, & Wilson, 1995; scratching, and skin picking (Favazza, 1998; Walsh & Rosen, 1988) . Although commonly Herpertz, 1995; Herpertz, Steinmeyer, Marx, Oidtmann, & Sass, 1995) . For example, after reported in clinical samples (21 to 44%; Briere & Gil, 1998; Nijman et al., 1999; Zlotnick, the act, many self-mutilators report feelings of relief (Briere & Gil, 1998; Rosenthal, RinMattia, & Zimmerman, 1999) , the behavior is most likely underreported in community zler, Wallsh, & Klausner, 1972; Suyemoto, 1998) and reductions in anger, fear, emptisamples (4% report a history of self-mutilation; Briere & Gil, 1998) because of the seness, sadness (Briere & Gil, 1998; Suyemoto, 1998) , and tension (Haines et al., 1995 ; Suyecretive nature of the behavior.
Although it has been suggested that inmoto, 1998 (Herpertz, Sass, & Favazza, 1997) .
the Department of Psychology, University of WyIn addition, research with self-harming adooming; and Brandon Gibb is with the Departlescents revealed that those with a history of ment of Psychology, Binghamton University. deliberate self-harm (including suicide atPortions of this paper were presented at the 38th annual meeting of the Association for the tempts) generated fewer alternative solutions Advancement of Behavior Therapy, 2004. to overdosing than non-harming controls Address correspondence to Margaret S. (McLaughlin, Miller, & Warwick, 1996 (Dear, Slattery, & Hillan, 2001) .
In contrast to these findings, however, Haines and Williams (1997) found few deficits
METHODS
in the coping and problem-solving strategies of self-mutilating prisoners when compared Participants to nonmutilating prisoner and non-prisoner groups. Specifically, although the coping skills Participants in this study were drawn from a larger study of self-mutilation. Particof self-mutilators were generally poorer than comparisons, relying more on problemipants were selected using a two-phase screening process. In the first phase, 510 underavoidance strategies, there were no statistically significant differences between groups.
graduates completed a screening measure for self-mutilative behaviors , 1994) . A Global Severity Inmay include individuals with a history of suicide attempts but not self-mutilation. Haines dex (GSI), the average symptom level across all dimensions of the SCL-90-R, was calcuand Williams (1997) focused specifically on individuals with and without a history of selflated for each participant and used to match the self-mutilating group with the control mutilation. Haines and Williams' findings, therefore, suggest that self-mutilators may group. Individuals reporting a history of selfmutilative behaviors on the Frequency of Acnot be deficient in coping skills. Instead, they may utilize self-mutilation because they are tivities Scale were invited to participate in the second phase of the study. Individuals who unable to resist the impulse to mutilate long enough to attempt an alternate strategy (cf.
reported no history of self-mutilation were also invited to participate in the second phase Brain, Haines, & Williams, 1998) .
The purpose of the present study was of the study. During this second phase, participants completed an interview assessing for to further investigate the types of coping strategies used by individuals with a history a history of self-mutilative behaviors. Group status was assigned based on responses to this of self-mutilation and to determine whether their coping strategies differ significantly interview. The self-mutilation group (n = 44) consisted of individuals who reported that from those of individuals without a history of self-mutilation. Differences found between they had harmed themselves without intending to kill themselves at some point during self-mutilators and nonmutilators in previous studies may have been due to poorer psychotheir lives. The control group (n = 44) consisted of individuals with no history of selflogical functioning in the self-mutilation group. To control for differences in coping mutilation or suicide attempts who were matched to the self-mutilation groups on the strategies that may be related to current psychological functioning, participants in the GSI of the SCL-90-R. study were matched for general psychological distress. We hypothesized that although difMeasures ferences may be small, self-mutilators would report using fewer adaptive coping strategies Symptom Checklist-90-Revised. The SCL-90-R is a 90-item self-report inventory of and more maladaptive coping strategies than nonmutilators. By focusing specifically on incurrent psychological symptoms. Participants rate each item on a 5-point Likert-type scale, dividuals with a history of self-mutilation, rather than a history of deliberate self-harm with higher scores indicating greater symptom severity. Items assess nine dimensions: in general, this study adds to the limited body somatization, obsessive-compulsive, interperof a standardized interview for self-mutilative behaviors, one was created. The interview assonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, and psysesses for histories of specific self-mutilative behaviors (cutting, carving, burning, scratchchoticism. The SCL-90-R has demonstrated good internal consistency and retest reliabiling, interfering with wound healing, needle sticking, self-hitting, intentional bone breakity in both clinical and nonclinical samples (Derogatis, 1994; Derogatis, Rickels, & ing, and "other" method of mutilation). In the current study, the SMBI was used to deRock, 1976; Horowitz, Rosenberg, Baer, Ureñ o, & Villaseñ or, 1988) . As mentioned termine group assignment.
Coping Strategy Indicator (CSI; Amirkabove, the GSI, the average symptom level across all dimensions of the SCL-90-R, was han, 1990). The CSI is a 33-item self-report inventory used to assess the degree to which used to match the two groups on overall distress.
respondents used three specific coping strategies during a recent stressful event. These Frequency of Activities Scale. The Frequency of Activities Scale is a 25-item screencoping strategies were derived through factor analysis and include problem-solving, seeking measure for self-mutilative behaviors developed for use in this study. The participant ing social support, and avoidance (Amirkhan, 1990) . The CSI has demonstrated good reis asked to indicate the frequency with which he or she has taken part in specific activities test reliability (Amirkhan, 1990) , convergent and discriminant reliability (Amirkhan, 1990 ; (on a 4-point Likert-type scale), if at all. Nine of the items assess suicidal and self-mutilative Clark, Bormann, Cropanzano, & James, 1995), and criterion validity (Amirkhan, 1994) behaviors; these items are embedded within a series of more benign items. The methods of among nonclinical samples. Importantly, the act of self-mutilation was not included on any self-mutilation assessed by this measure were derived from Favazza (1998), and the measure subscale of the CSI. was constructed by consensus among research team members. Participants were instructed as Procedure follows:
All participants provided written inPlease indicate if you do any of the folformed consent to participate in this study lowing things. Please read each item and received course credit for their participacarefully and circle the number that tion. Following completion of the screening best applies to you. The possibilities are instruments, participants meeting inclusion 0 = have never done this, 1 = have done criteria were invited into the laboratory to this only once, 2 = have done this only complete questionnaire and interview assessa couple of times, and 3 = have frements. quently done this, as well as approximately how many months ago you last performed the action. There are no right or wrong answers.
RESULTS

Preliminary analyses revealed that scores
Examples of self-mutilative items include "burn myself on purpose" and "carve designs, on the problem-solving and social support seeking subscales of the CSI exhibited signifiwords, or symbols in my skin." Examples of benign items include "play sports" and "talk cant skew. Therefore, square root transformations of the data were performed in order to myself when I'm alone." This measure was used to screen individuals for the presence of to satisfy assumptions of normality. Given that missing data were observed for each of self-harm behaviors prior to inviting them to participate in the second phase of the study.
the subscales, we examined whether the pattern of missing data justified the use of data Self-Mutilative Behaviors Interview (SMBI; Andover & Pepper, 2002b (Little & Rubin, 1987) , which we found to be Finally, analyses were conducted to determine whether gender moderated the effect nonsignificant, χ 2 (4) = 2.31, p = .68. Therefore, maximum likelihood estimates of missing between self-mutilation group and any of the CSI subscales. Significant gender × self-mutidata were computed and used in all analyses (see Shafer & Graham, 2002) . lation group interactions were found for problem-solving, F(1, 88) = 11.75, p < .001, Descriptive statistics for our sample, separated by group, are presented in Table 1. and social support seeking, F(1, 88) = 6.57, p < .05, but not for avoidance, F(1, 88) = .60, Overall, the sample was 56.0% female, 73.8% Caucasian, and had an average age of 18.48 p = .44. Examining the form of the significant interactions, we found that among women, years (SD = 1.01 years). The groups did not differ significantly from each other in terms self-mutilators reported significantly less use of problem-solving, t(49) = −3.86, p < .001, of sex, age, or ethnicity. Analyses were then performed to examine the correlations ber effect size = .48, and less social support seeking, t(49) = −3.36, p < .005, r effect size = .43, than did tween each of the subscales of the CSI. Consistent with Clark and colleagues (1995), we controls. In contrast, among men, self-mutilators did not differ significantly from confound the problem-solving and social support seeking subscales to be significantly corretrols in terms of problem-solving, t(35) = 1.41, p = .17, r effect size = .23, or social support lated in the full sample, r = .50, p < .01. However, significant correlations were not found seeking, t(35) = .60, p = .56, r effect size = .10. for the problem-solving and avoidance subscales, r = .09, p = .36, or the social support seeking and avoidance subscales, r = .09, p =
DISCUSSION
.36.
Next, t tests were conducted on each The purpose of this study was to investigate differences in the utilization of three of the three coping strategies identified by the CSI. There were no significant differspecific coping strategies among individuals with a history of self-mutilation versus those ences between the groups on problem-solving, t(86) = −1.45, p = .15, r effect size = .16. Howwith no such history. All self-mutilators, regardless of gender, reported using avoidance ever, self-mutilators reported seeking social support significantly less often, t(86) = −1.96, coping strategies more often than did control participants. Supporting previous findings p = .05, r effect size = .21, and using avoidance sig- Self-Mutilation (Dear et al., 2001; Herpertz et al., 1997) , we Dear et al., 2001; Haines & Williams, 1997) , the self-mutilation group in the current study also found significant differences in the utilization of problem-solving strategies. Howconsisted of individuals who reported frequencies ranging from one time to over ever, this difference was limited to women in our sample. Specifically, we found that women 5,000 times. Given this heterogeneity, it is possible that differences in coping strategies with a history of self-mutilation reported significantly less use of problem-solving strateexisted within the self-mutilation group itself. For example, as frequency increased, use gies than did women with no history of selfmutilation. The same pattern of findings also of positive coping strategies, such as problem-solving and social support seeking, may was observed for the use of social support. Specifically, women with a history of selfhave decreased. Future studies, therefore, should consider the frequency of self-mutilamutilation reported significantly less use of social support than did control women.
tive behaviors when investigating coping strategies. The present findings suggest that differences exist in the use of coping strategies Second, the coping strategies assessed in this study were limited to problem-solvbetween female self-mutilators and nonmutilators. In addition to group differences in use ing, social support seeking, and avoidance. Future studies should seek to expand the of social support and avoidance-based strategies, female self-mutilators reported using coping strategies assessed. In addition, the measure used to assess coping strategies in fewer problem-solving and social support strategies than female nonmutilators. This this study prompted respondents to think of a recent stressful situation. Variations in the may be because, as suggested by Brain and colleagues (1998), the urge to mutilate is so type and severity of the stressful situation may account for some of the observed results. strong that it prevents other known coping strategies from being attempted, or deficienFuture studies should also assess coping strategies used for situations of specific nacies in adaptive coping strategies may contribute to the development of self-mutilation tures and severities, as well as more generally used coping strategies. A limitation of this as a coping strategy among some individuals. However, further research is necessary to deand other studies has been the reliance on self-report assessments of coping strategies. termine why this finding exists for females but not for males.
Future studies should utilize observational methods of coping to reduce the likelihood The current study was strengthened by its investigation of three different styles of of potential response and recall biases. Finally, the characteristics of the sample used coping among both men and women. As such, we were able to observe one coping (i.e., sample size, ethnicity, age, nonclinical status) may limit the generalizability of these strategy (avoidance) common to both male and female self-mutilators, as well as two findings. Future studies, therefore, should seek to replicate the current findings in more coping deficits (problem-solving and social support) unique to female self-mutilators. In severely impaired samples (e.g., psychiatric inpatients). addition, given that all participants were matched on levels of general distress, it apDespite these limitations, this study provides important evidence for differences pears that the obtained results were not due simply to differences in current psychological in use of coping strategies between self-mutilators and nonmutilators. Self-mutilators, esfunctioning across the different groups.
Despite the strengths of this study, pecially females, use fewer adaptive coping strategies. Specifically, self-mutilating females there were limitations as well. First, we analyzed the presence versus absence of selfreported using significantly fewer social support seeking and problem-solving strategies mutilation rather than the frequency of selfmutilative behaviors. Although this method than nonmutilating females. In addition, selfmutilators in general used more avoidanceis consistent with previous research (e.g., based coping strategies than nonmutilators.
cus specifically on increasing the use of adaptive coping strategies, especially in women, The current findings may hold implications for the treatment of self-mutilation. Specifiand the reduction of avoidance-based coping strategies in self-mutilators in general. cally, it may be beneficial for therapists to fo-
